Borderline schizophrenia is held to be a valid entity that should be included in the DSM-III. It is a chronic illness that may be associated with many other symptoms but is best characterized by perceptual-cognitive abnormalities. It has a familial distribution and a genetic relationship with schizophrenia. The term schizotypal personality is an acceptable alternative to borderline schizophrenia, but given the apparent genetic relationship with schizophrenia, and given that we are dealing with a vulnerability to episodic symptoms more than personality traits, we prefer the older term.
There is a question at this time whether borderline schizophrenia, which was subsumed under latent schizophrenia in DSM-II (American Psychiatric Association 1968), will or will not be a diagnostic entity in DSM-III (American Psychiatric Association 1977) . This paper examines the evidence for the validity of borderline schizophrenia, and argues that it should be included in DSM-III.
Review
Though there has been no established definition for borderline schizophrenia, it appears that many investigators have dealt with such patients and have tried to describe their symptoms. Hoch and Polatin (1949) used the term "pseudoneurotic schizophrenia" to characterize a group of patients with prominent neurotic symptoms whom the investigators believed should not be diagnosed in the neurotic category. These authors emphasized certain symptoms, which they called pan-anxiety, pan-neurosis, and pan-sexuality. However, they also described the occurrence of short-lived psychotic phenomena in many of these patients:
In these patients we often see imperceptibly a daydream emerging into a hallucination or a vague hypochondriacal idea becoming a somatic delusion, ideas on relationships with other people, in the framework of social anxiety, developing into ideas of reference. . . . One does not observe these changes in neurotics, not even in states of intense panic, [p. 252-253] These short-lived psychotic symptoms or episodes do not occur only in conjunction with Hoch and Polatin's triad of pan-anxiety, panneurosis, and pan-sexuality. Knight (1953, p. 101) was probably the first to point out that many different types of neurotic symptomatology ("hysteria, phobia, obsessions, compulsive rituals") may coexist with and obscure more schizophrenic-like ego defects. Miller (1957) emphasized to general physicians that borderline psychotics may be very preoccupied with vague somatic complaints that appear to be hypochondriacal. Certainly paranoid, schizoid, and even antisocial personality characteristics also coexist at times with transient psychotic phenomena.
The author who has described most dearly the short-lived psy-40 SCHIZOPHRENIA BULLETIN chotic symptoms of this group of patients is Frosch (1964) . Writing of the psychotic character (1964), he described perceptual disturbances (hallucinations, illusions), as well as disturbances in the sense of reality (derealization), and stated: "In contrast to the psychotic, however, these patients show a tendency toward rapid reversibility characteristic of the disturbances in perception. . . . The disturbances fade into the background, constituting, however, an ever-present potential" (p. 86). Frosch concluded that the "psychotic character is a syndrome delineated from among the borderline conditions" (p. 94).
Frosch, in speaking of "borderline conditions," recognized that the term borderline or similar terms (borderline syndrome, borderline personality organization) have been applied by some authors to a very heterogeneous group of patients, including some types of patients who do not have the psychotic phenomena that Frosch described. Grinker, Werble, and Drye (1968) seem to have put almost all nonorganic, not-definitely-schizophrenic young adults hospitalized after an emergency room visit into their borderline syndrome category. These authors admitted that their selection criteria were loose, since the study's purpose was the development of diagnostic typologies (subgroups). Kernberg (1967) gave a list of symptoms presumptive of borderline personality organization. This list included paranoid personality, schizoid personality, cyclothymic personality, impulse neurosis, addiction, infantile personality, narcissistic personality, and antisocial personality. The breadth of this grouping may be narrowed somewhat by specifying underlying symptoms, such as the use of splitting, which would be the necessary factors for Kernberg's borderline diagnosis. However, it would remain a broadly defined group, containing some patients who are not like Frosch's psychotic characters. Some recent research discussed below confirms this. Also, Kernberg uses the term borderline to refer to a type of intrapsychic functioning rather than to manifest symptomatology. Without debating whether or not his and other psychoanalytic descriptions are accurate, we assume that any definition that will eventually enter the nomenclature will be composed of symptoms, not inferred defense mechanisms, in order to be congruent with other DSM diagnoses. Gunderson and Singer (1975) , in their review of the literature on borderline patients, appear to accept the unity of this broader grouping. They selected brief psychotic experiences as one of six features for diagnosis, the other features being: (1) the presence of intense affect, (2) a history of impulsive behavior, (3) social adaptiveness, (4) poor performance on unstructured psychological tests, and (5) an alternation between superficial relationships and intense, dependent relationships. They state that "only a few authors have viewed [psychotic experiences] as an essential feature of the borderline syndrome. Most authors have hastened to note that the occurrence of psychoses is the exception, not the rule" (p. 5).
Actually, Gunderson and Singer (1975) reference five authors who see a vulnerability to psychotic disturbances as an essential feature (Frosch 1964; Kety et al. 1968; Knight 1953; Miller 1957; Willett, Jones, and Morgan 1973) and give seven references for the "most authors" who in their view disagree (Adler 1973; Cary 1972; Chessick 1971; Godbey 1970; Grinker, Werble, and Drye 1968; Kernberg 1967; Schmideberg 1947 ). Certainly, some authors' conceptions of borderline are broad and would include many patients who have had no psychotic phenomena whatsoever. What is notable is that many authors have recognized the existence of a group of patients with transient perceptual-cognitive symptoms that may be termed psychotic or nearpsychotic, including ideas of reference, brief delusions, recurrent illusions, derealization, and hallucinations.
In previous studies done in or in collaboration with the NIMH Laboratory of Psychology and Psychopathology Rieder et al. 1975; Rosenthal et al. 1971) many subjects have been diagnosed as having "borderline schizophrenia." This concept, drawn in part from the above literature, emphasizes brief psychotic disturbances and some other schizophrenic-like symptoms (Kety et al. 1968) . What is the difference between the concept of borderline and the concept that we term borderline schizophrenia? Borderline schizophrenia is not an entirely different concept but a narrower one, a subgroup within the broadly used borderline concept. For example, the largest subgroup in Grinker, Werble, and Drye's (1968) study, containing 35 percent of all patients, was termed the "psychotic border" and many of these patients would probably be seen by us as borderline schizophrenics. Kernberg (1967) states that transient psychotic episodes occur in at least some of his borderline patients, "under severe stress," and these patients would also probably be diagnosed by For DSM-Hl use, it is not enough to describe an entity; specific criteria are required. Spitzer, Endicott, and Gibbon (1979) have contributed greatly to the development of such criteria. Working with case histories from the studies of Kety et al. (1971) and Rosenthal et al. (1971) , they developed a set of eight criteria for "schizotypal personality," listed in table 1. To test whether these criteria identify patients diagnosed as borderline schizophrenia in clinical practice, Spitzer, Endicott, and Gibbon conducted a survey of American psychiatrists in which 222 clinically diagnosed borderline schizophrenic and 808 control patients were rated. Eighty percent of the borderline schizophrenics had four or more of these criteria, while only 11 percent of the controls had such scores.
What are these criteria? Perhaps because they were developed using the cases of Kety et al. and Rosenthai et al., they do not include many of the criteria listed by Gunderson and Singer: the intense affect, impulsiveness, and unstable and intense interpersonal relationships. In their study, Spitzer, Endicott, and Gibbon found that such characteristics tended to group together to define another personality disorder, which they termed "unstable personality." The schizotypal personality items sometimes are found in conjunction with these unstable personality items, but they also occur independently.
The schizotypal personality items focus mainly upon the kind of brief perceptual or cognitive disturbances that Hoch and Polatin (1949) and Table 1 . Schizotypal personality items (1) Odd communication (not gross formal thought disorder), e.g., speech that is tangential, digressive, vague, overelaborate, circumstantial, metaphorical (2) Ideas of reference, self-referential thinking (3) Suspiciousness or paranoid thinking (4) Recurrent illusions, sensing the presence of a force or person not actually present (e.g., "I felt as if my dead mother were in the room with me"), depersonalization or derealization, not associated with panic attacks (5) Magical thinking, e.g., superstitiousness, clairvoyance, telepathy, "6th sense," "others can feel my feelings" (6) Inadequate rapport in face to face interaction due to constricted or inappropriate affect, e.g., aloof, distant, cold, superficial, histrionic, effusive (7) Undue social anxiety or hypersensitivity to real or imagined criticism (8) Social isolation, e.g., no close friends or confidants, social contacts limited to essential everyday tasks 1 From Spitzer, Endicott, and Gibbon (1979). Frosch (1964) described: ideas of reference, recurrent illusions, depersonalization, derealization, magical thinking, and paranoid, suspicious thinking. The criteria also include observations made by the interviewer of mild examples of schizophrenic behavior-odd communication and inadequate rapport. One other criterion, social isolation, is typical of schizoid individuals but, as noted above, the borderline psychotic symptoms may occur in a variety of personality types, and in Spitzer, Endicott, and Gibbon's research this item had the lowest loading on the schizotypal factor that emerged from the factor analysis. Finally, undue social anxiety/hypersensitivity to criticism was as much associated with unstable personality as with schizotypal personality, but it has been tentatively retained by Spitzer, Endicott, and Gibbon as a schizotypal item.
This research strongly supports the existence of a patient group discriminated by temporary perceptualcognitive distortions, plus schizophrenic-like speech and rapport in the interview situation. Do we then conclude that there is a valid diagnostic entity which was termed borderline schizophrenia by us and others in the past, and which emerged as schizotypal personality in Spitzer, Endicott, and Gibbon's research? Is there reason to hold to the term borderline schizophrenia? These issues raise the questions of what constitutes evidence for the validity of a psychiatric disorder, and what relationship schizotypal personality (or borderline schizophrenia) has to schizophrenia itself. Robins and Guze (1970) have discussed various methods of determining validity. They emphasized not only clinical description, but also 42 SCHIZOPHRENIA BULLETIN followup and family study to determine the distinctness of an illness. They themselves were concerned with the issue of there being different types of schizophrenia, and they concluded: "it was shown by followup and family studies that poor prognosis cases can be validly separated clinically from good prognosis cases. The authors conclude that good prognosis 'schizophrenia' is not mild schizophrenia, but a different illness" (p. 983). We will consider the distinctness and validity of borderline schizophrenia in a similar fashion.
Borderline Schizophrenia vs. Schizophrenia
One question that must be raised is whether cases diagnosed borderline schizophrenia should have been diagnosed schizophrenia. Given the broad use of this diagnosis in the United States, it is likely that some clinicians would so diagnose many of these cases. Five of the 11 borderline schizophrenic cases from the Rieder et al. (1975) study had been given a diagnosis of schizophrenia upon one or more of their hospitalizations. The boundaries of schizophrenia have been vaguely defined since Bleuler (1950) A. At least one symptom from any of the following during an active phase of the Illness:
(1) Delusions of being controlled (or influenced), thought broadcasting, insertion or withdrawal (2) Multiple or bizarre delusions (do not include if seen concurrent with depressive or manic syndrome) (3) Somatic, grandiose, religious, nihilistic or other delusions without persecutory or jealous content, lasting at least 1 week (do not include if seen concurrent with depressive or manic syndrome) (4) Delusions of any type if accompanied by hallucinations of any type for at least 1 week (do not include if seen concurrent with depressive or manic syndrome) (5) Preoccupation with a delusion or hallucination to the relative exclusion of other symptoms or concerns (other than delusions of persecution or jealousy, or typical depressive delusions of guilt, sin, poverty, nihilism, or self-deprecation or hallucinations with similar content) (6) Auditory hallucinations In which either a voice keeps up a running commentary on the patient's behaviors or thoughts as they occur, or two or more voices converse with each other (7) Verbal hallucinations with content having no apparent relation to depression or elation, spoken to the subject on several occasions and not limited to one or two words (8) Hallucinations of any type throughout the day for several days or intermittently for at least 1 month unless all of the content is clearly related to depression or elation (9) Marked formal thought disorder if accompanied by either blunted or inappropriate affect, delusions or hallucinations of any type, or grossly disorganized behavior (do not Include if seen concurrent with a manic syndrome) B. Signs of the illness have lasted at least 2 weeks from the onset of a noticeable change In the patient's usual condition (current signs of the illness may be residual symptoms only, such as extreme social withdrawal, blunted or inappropriate affect, mild formal thought disorder, or unusual thoughts or perceptual experiences) C. The illness is not apparently due to any of the Organic Mental Disorders previously listed der 1959) first-rank symptoms (Al, A6), prominent or persistent delusions and/or hallucinations (A5, A3, A4, A8), and three classically schizophrenic symptoms-bizarre delusions (A2), "voices" (A7), and thought disorder (A9). The focus is upon psychotic symptoms, either of a certain type or of a certain duration.
We have applied the DSM-III criteria for schizophrenia to 30 cases diagnosed borderline schizophrenia by or in collaboration with the Laboratory of Psychology and Psychopathology. Nine borderline schizophrenic cases from the Kety et al. (1971) study and 10 borderline schizophrenic cases from the Rosenthai et al. (1971) study were examined by raters from Spitzer and Endicott's group. Only one of these 19 cases met the DSM-III criteria for schizophrenia or schlzoaffective disorder. In a review of another 11 cases from the Rieder et al. (1975) study we found no cases meeting these DSM-IH criteria for schizophrenia or schizoaffective disorder. It is still possible to argue that these cases are "really schizophrenic," especially since they have some schizophrenic-like features. However, it is clear that these are not the kind of schizophrenic cases identified by the DSM-III criteria.
Having established that these cases did not fit the criteria for schizophrenia, we next examined whether they met the criteria for other DSM-III (4/77) diagnoses. The 30 cases from the three studies mentioned above are listed in table 3.
Twenty-two of them (73 percent) have three or more of the schizotypal personality items. This is expected, since the criteria were developed using, in part, these cases. In fact, these subjects might have scored even higher on the schizotypal items if all these items had been specifically coded in the case records. The cases from the studies of Kety and Rosenthal et al., which were identified through the interviewing of relatives in adoption studies, tend to have no other DSM-III diagnosis. All of the 11 cases from the Rieder et al. study, which were selected following a psychiatric hospitalization, do fit other DSM-III categories, but these categories are very heterogeneous. Of the 11 cases, 2 had been hospitalized with brief paranoid psychoses. Seven others had exacerbations of depression, alcoholism, anxiety, phobias, obsessions, or compulsions-symptoms that diminished or disappeared during their hospitalization. Two of the 11 have diagnoses that refer to chronic psychopathology, one woman meeting the criteria for somatization (Briquet's) disorder and another appearing to meet the criteria for antisocial personality.
What we conclude from the comparison of these cases with the DSM-III criteria is that the symptoms we have observed are not just epiphenomena of another psychopathological process. Borderline schizophrenic symptoms can exist alone or in conjunction with the symptoms of various other diagnostic entities. Though it is possible to argue that depression, phobias, etc., lead to the symptoms of borderline schizophrenia, it is also possible to argue vice versa. Given our present knowledge about the etiology of all these symptoms, it would be better merely to recognize that such joint occurrences exist without making one side or the other primary. Using the diagnosis of schizotypal personality in conjunction with other diagnoses, including diagnoses of histrionic personality and antisocial personality, has been proposed for DSM-IU (Spitzer, Endicott, and Gibbon 1979) . Schizotypal personality (or borderline schizophrenia) would not, of course, be used in conjunction with a diagnosis of schizophrenia itself.
Followup Studies
The aim of followup studies, as stated by Robins and Guze (1970, p. 984 ) is "to determine whether or not the original patients are suffering from some other defined disorder that could account for the original clinical picture." Thus, the question is, do borderline schizophrenics, as defined by their transient psychotic episodes or by the schizotypal personality criteria, eventually meet the proposed DSM-III criteria for schizophrenia or some other disorder? The evidence indicates that some do eventually have a typical schizophrenic psychosis but many, probably the great majority, do not.
There has been no followup study of a large group of borderline schizophrenics as we have defined them. However, there is evidence that may be used in this regard. Hoch et al. (1962) did a followup study of 109 pseudoneuroric schizophrenic patients, most of whom had been diagnosed at hospitalization. This is likely to be a more severe group of borderline schizophrenics, including some, perhaps, who would have met DSM-III criteria for schizophrenia. The mean followup period was 9 years, and 21 of the 109 patients, or 19 percent, are reported to have had overt schizophrenic episodes. Gunderson, Carpenter, and Strauss (1975) did a followup of borderline patients, selected in this case because they had evidence of psychotic symptoms without being clearly schizophrenic. They found that only 1 of 24 patients was definitely schizophrenic at the 2-year followup, and concluded that there is "no confirmation on follow-up for the idea that the borderline patients were 'preschizophrenic' " (p. 1260). The followup on Grinker, Werble, and Drye's (1968) patients does not give followup diagnoses, though Werble (1970) does state that on the basis of social functioning there was no evidence of movement toward schizophrenia. Thus, most of the patients in the studies of Gunderson, Carpenter, and Strauss (1975) and of Werble (1970) did not develop schizophrenia, but they continued to be impaired, having significant social and vocational problems.
The evidence from this research, though not conclusive, indicates that the majority of borderline schizophrenic patients would not be given another diagnosis later in life, but, in those cases where the diagnosis does change, it is likely to change to schizophrenia.
Family Studies
Turning to family studies, we find another body of data, collected in the course of the adoption studies of schizophrenia. Robins and Guze (1970, p. 984) state "the finding of an increased prevalence of the same disorder among close relatives of the original patients strongly indicates that one is dealing with a valid entity." Does borderline schizophrenia "run in the family"? Table 4 indicates the prevalence of borderline schizophrenics in the close biological relatives of borderline schizophrenics and controls. Thirty-eight relatives of nine borderline schizo- phrenic probands were examined without knowledge of the proband's diagnosis. Three (7.9 percent) were diagnosed as borderline schizophrenic and another two were diagnosed uncertain borderline schizophrenic, for a total of 13.2 percent. One hundred and ten relatives of 23 control probands had only 1 borderline schizophrenic among them and no uncertain cases. If we take certain plus uncertain cases, the groups differ greatly (p = .004, Fisher Exact Test), and even if only certain cases are considered, the difference still approaches significance (p = .052, Fisher Exact Test). Another aspect of the data on the adoption studies deserves note. As shown in table 4, there is a high percentage of borderline schizophrenia in the biological relatives of chronic schizophrenic probands (12.7 percent)-as high a percentage as is found in the relatives of borderline schizophrenics.
What can be concluded from the family data? First, it is evident that borderline schizophrenia does "run in families," and meets this criterion for a valid entity. However, as in the followup data, there appears to be some link with schizophrenia, for borderline schizophrenia also runs in the families of chronic schizophrenics. Genetic theory would account for such findings by hypothesizing that these are two disorders sharing certain genes but not sharing some other genes or etiological factors. Robins and Guze (1970) do not discuss this kind of situation. Should the existence of a genetic relationship with schizophrenia preclude the establishment of a separate diagnostic entity for borderline schizophrenia? If so, the separation of hysteria (Briquet's syndrome) from sociopathy (Cloninger, Reich, and Guze 1975) and the separation of early onset depression from alcoholism (Winokur et al. 1971 ) would have to be questioned, since they have been shown to be linked. Here the purpose of having psychiatric diagnoses must be kept in mind. Though diagnostic terms may be based on followup and family studies, they usually carry information about phenomenology and response to treatment. Even if two disorders are genetically related, there may be justification from differences in these other areas for keeping them separate. This is certainly the case with hysteria and sociopathy, and seems to us also true with chronic schizophrenia and borderline schizophrenia.
